MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

CHPARTMENT OF PUBLIC MEALTH AND WELFARE

DO NOT WRITE
ON THIS STUB

AMENDED

V$' 300
Rev. 4/59

6370

Registration District No.

632019658

STATE FILE NUMBER

[

1. PLACE OF DEATH v

a. COUNTY

W

Gasconade

2.

USUAL RESIDENCE (Where deceased lived.

If institution: Residence before

s ST'“Mi s Ouri b. COUNTY G‘a Sconad e admission)

b. CITY- (If outside carporate limits, give TOWNSHIP only}

oWy Boeuff Twp.

Length of stay in 1b.

73 yrs.

€. COILY
TOWN  Qwensville

Inside - Limits
T Yes O Ngﬁ

<. FULL NAME OF (If NOT in howpital, give location)

Nentution Farm Home

Inside Limirg

Yes [0 No E

d. STREET
ADDRESS

Rural Route 1

(1f auvtside, give locatian)

Reside on Farm

Yor [ No O

DATE - AMENDED

20370

3. NMAME OF DECEASED
{Type or print}

Middls

Louise

7. Married
Widowed

4. DOAI;IE Month
peaTH  May 25,
Never Married [J [8. DATE OF BIRTH_| 9- AGE {last birthday)
bivireed 0 111 ~-8-1836R 94
10b. KIND OF BUSINESS OR INDUSTRY[ -11.” BIRTHPLACE (City and state or tountry)

vwn _home Feuresville, Mo. USA

13b. MCTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Sophia Tappe John Gottlieb Wi

16, SOCIAL SECURITY NO. | 17. INFORMANT Address

Hoarry Ninter Owencwville

Cast

Winter

First

Sophia
6. COLOR OR RACE

female white
100, USUAL OCCUPATION (Give kind of work dene
duri t of king life, if retired
hoﬁrgén%:rd:rtr{or ing life, even if retired)

Day

1963
IF UNDER 1 YEAR
Months |  Days

Year

If UNDER 24 HR
Hours Min.

5. SEX

12, CITIZEN OF WHAT COUNTRY

13a. FATHER'S NAME

Peter Krzenow

15. WAS DECEASED EVER IN L.5. ARMED FORCES?
(Yes, no, or unknown)| (If ves, giveywar or dates o
s, 1 verategra

nter

Mos. Rial

INTERVAL BETWEEN

: - ONSET ANGPDEATH
IMMEDIATE CAUSE (a], g LA oL s _@
: o ~ 4

DUE TO (b} " .

OUE TO {c}

OTHER SIGNIFICANT CDND”IONS CONTRIBUTING TO DEATH but not related 1o the 1erminal
disease condition given in PART 1 {a)

18. CAUSE OF DEATH (Enter only one cause pe
PART |. DEATH WAS CAUSED BY:

DOCUMENT

which gave rise To
above couse (a),
staling the under-
lying cavie last.

w
O
a
<
wi
-
7
£

Conditions, if any, ]

PART IN. If decapsad wos  femole was
there a pragnancy in latt Y0 déys.

[T ves [ O [ O unknown
20b. DESCRIBE HOW INJURY OCCURRED, {Enter nature of injury in PART | or PART 11 of item 18.)

PART 1},

19. WAS AUTOPSY | 20a. ACCII:I:;ENT SUICDID'E

—

HOMICIDE
0

30¢. TIME OF Manth, Day, Year |

INJURY

172
E
Q
2
;)
<
w
o
LS
Q
o
(<@
O
(Y]
o
¥
I
[
Zz
o
w
=
4
w
z
=]
z-
J
=
LY

MEDICAL CERTIFICATION

20e. PLACE OF INJURY [a.g., in ot sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

X o
20d. INJURY OCCURRE R A LA T T

WHILE AT WORK [
NOT WHILE AT WORK [J

_ OR
TYPEWRITER RIBBON

22c. DATE SIGNED

SR a3

(Sthte)

USE BLACK INK

SHOULD READ

. and to the best of my knowledge, from the causes stated.
APAE G'F CEMETERY OR CREMATORY 23d. LOCATION [Ty, town, or county}

Sf.Johns Lutheran CemJ near Drake, Mo.

25. DATE RECD. BY LOCAL REG. 24, REGISTRAR'S SIGNATURE
§ _ U

{Licensad Embaslmar's Statement on Reverse Side)

bagial - 5-28-1963

24. FUNERAL DHRECTOR ADORESS
Gottenstroeter Funersl Home

Ao
PV ]

BY AFFIDAVIT OF

ITEM NO,

O
orrerrsvit e T




STATEMENT BY. LICENSED EMBALMER

| .hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by - ' ] ' Student Embalmer No,

working under my personal supervision.

L]
>
Student Signe ; : ) w
Signature. of Student Embalmer . 3

Licensed Embalmer No. '3 ‘?3 é
P. O. Address, 0@:‘1 (“:’ﬁ 2=

. wqlas-
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). :

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

- -




